In this paper I desire to make some observations on three cases of post-partum shock which have come under my notice, one in my own practice and two which I have had the privilege of seeing with Dr Halliday Groom, to whose kindness I am indebted for the liberty of bringing them before you this evening. The cases are shortly as follows :? Case I.?Mrs L., aged 28, was delivered of her fourth child in the end of November 1885. The patient is of a highly nervous temperament, and her family history shows a distinctly neurotic tendency. One sister frequently developed a neurotic temperature of 108? F. A second sister had a persistent nervous cough for months, and their mother was subject to fits of catalepsy. The whole family has been under Dr Croom's personal observation for years. The previous labours were normal. The labour was an unusually short one, the child being born four hours after the commencement of pains, and the patient required neither chloroform nor forceps. The child was born half-an-hour before Dr Croom's arrival. The nurse, who was a more than usually competent woman, grasped the uterus after the birth of the child and compressed it firmly till his arrival. During that time it will be observed the uterus was firmly and forcibly compressed by a nurse thoroughly conversant with the Crede technique of delivering the placenta. The patient complained of much pain during the kneading of the uterus. The uterus contracted well, and there was no haemorrhage. Soon after the expulsion of the placenta she suddenly became unconscious, and remained so for nearly three hours. The nurse, a most experienced person, to whom I wrote for some particulars of the case, writes as follows:?" I have seen a few people die, and I never saw any one look more like it than she.
She went all through the death struggles, and had the peculiar pinched look in the face of a dying person. She then became as if she were dead, and remained so for over three hours with no pulse at all. Then gradually the pulse began to flutter, and about half-an-hour after that she was able to take a little stimulant and then talk." Such is the nurse's graphic description of This state of matters lasted for about three hours?fully longer in one of the cases?and there was of course complete inability to swallow. Tree injection of stimulants both into the rectum and under the skin, and champagne by the mouth as soon as the power of swallowing returned, gradually, as it were, brought them back again to life. Sinapisms were freely applied to the prgecordia, and it was with great difficulty that the body heat could be maintained in spite of hot-water bottles, hot blankets, and gentle massage. In from eight to twelve hours they had, to all appearance, quite recovered from the effects of the shock, and beyond a feeling of exhaustion, and some degree of tenderness in the lower part of the abdomen, nothing unusual was to be remarked. Their memory was a complete blank during the greater part of the attack.
In two of the cases the subsequent puerperal history was perfectly normal in every respect. In the third persistent sleeplessness was a source of trouble, with occasional incoherence. This ultimately developed into a mild but prolonged attack of puerperal melancholia, terminating, however, in complete recovery. Spiegelberg says, in describing the management of the third stage,?" The hand grasps the uterus in such a way that its ulnar side sinks deeply down behind it, the entire hollow of the hand lying on the fundus and the thumb on the anterior wall." Playfair and Lusk say exactly the same, as also does Charpentier, and Grandin of New York says that "the uterus is grasped by both hands, the fingers towards the pubes, and compression is made." Credd figures the hand grasping the uterus with the thumb behind the symphysis pubis and the fingers in front of the promontory of the sacrum (Fig. 1) ovaries, and to make sure of grasping the uterus antero-posteriorly, the hand should be passed into the brim of the pelvis obliquely, and as we can almost infer that in 99 per cent, of all vertex cases the uterus is rotated to the right, the ulnar side of the hand should be pressed deeply down in the direction of the left sacro-iliac synchondrosis, while the thumb should be behind the right ilio-pectineal eminence, the fundus of the uterus resting in the hollow of the palm. In the vast majority of case3 such a grasp of the uterus will entirely avoid the ovaries, and firm compression can be safely made without causing the patient much pain or inconvenience (Fig. 2) . When a patient is lying on her left side in the usual obstetric position, it will be found that the operator's left hand involuntarily grasps the uterus in an oblique direction qua the pelvis, and that the attempt to grasp it in an anteroposterior direction qud the pelvis involves a twisted and constrained position of the hand which it would be impossible to keep up for any length of time, and would absolutely prevent the bringing into play of any degree of muscular force. Any one can prove this for himself in his daily experience. From this it will be observed that when the patient is lying on her left side, the accoucheur naturally grasps the uterus obliquely qua the pelvis, and consequently, as a rule, antero-posteriorly as regards itself, so that the ovaries usually escape danger. When, however, the patient is lying on her back, this fortuitous circumstance does not come into play, and therefore there is undoubtedly more risk of the ovaries being compressed when the patient is lying in this position if the rotation of the uterus be not borne in mind.
In many cases the employment of the hand through the abdominal wall is simply a precautionary measure for the purpose of detecting and preventing relaxation of the uterus. In these circumstances no great pressure is requisite, and the ovaries are consequently not endangered. 
